Background
Introduction shrunk to 24.73% by 2008 [15] . To compensate for the effects of decreased public appropriations and to encourage financial incentives from healthcare institutions, public hospitals were allowed to determine independently the prices of most healthcare services and medicines. Revenue thus generated by hospitals was intended to address operating deficits and operational costs. However, these policies promoted aggressive drugs sales and the administration of unnecessary treatments, which led to increases in patients' healthcare expenditures. At the same time, the healthcare financing mechanisms shifted primarily toward OOP payments because the government had reduced GHS [16, 17] . Changes in the government budget and funding of healthcare thus influenced access to medical services and GHS distribution among different populations. In addition, preferential coverage and high reimbursement rates by public health insurance for rich citizens in both urban and rural areas, alongside low coverage rates for the poor populations, resulted in higher healthcare utilization among those who were economically better off. As described above, changes in GHS distribution created dissimilar opportunities to obtain healthcare benefits for different socioeconomic groups.
Confronted with this situation, growing efforts are being made to improve GHS utilization by lower-income groups-especially since the publication of the World Health Report 2000, which stated that China had the most inequitable healthcare system in the world [18] . In 2003, China implemented new healthcare-specific policies and launched several healthcare sector reforms, including increased government healthcare inputs, an expansion of public health insurance coverage, and lower user fees. For example, the 2003 New Rural Cooperative Medical Scheme (NRCMS) was established to rebuild health insurance and overhaul healthcare provision in rural areas following the dissolution of the earlier Rural Cooperative Medical Scheme (CMS) in the late 1980s. Since its formation, China's authorities have sanctioned additional public spending on the NRCMS, which has achieved high rural coverage, with the proportion of this population insured increasing from 9.64% in 2002 to 94.44% in 2007 (Table 1) . At the same time, urban health insurance was also renovated. The existing basic insurance programUrban Worker's Basic Medical Insurance (UWBMI)was implemented in all conurbations, [20] . Both insurance programs were funded by individuals, with subsidies granted by the government as required [21] . However, it remains difficult to determine whether GHS distribution benefits the poor, especially given the current lack of empirical evidence regarding the actual degree of inequality in healthcare utilization. Meanwhile, inherent flaws in the revised approach to GHS have been identified, representing another challenge to policymakers as these practices currently exemplify the country's "hoped-for healthcare reform". Variations in the extent of China's GHS equity over the years have not been reviewed, but such research would shed light on the positive and negative effects of GHS utilization following the implementation of the country's healthcare reform measures. These issues raise further questions for both policymakers and researchers, such as: How can equity in healthcare reform be assessed? Has equitable distribution been achieved? Who has benefitted from GHS following the implementation of recent policy reforms? Addressing these concerns requires the implementation of financial risk protection strategies to ensure that the poor and other vulnerable groups benefit from GHS, thereby reducing inequity in healthcare services utilization.
Materials and Methods

Ethics statement
This study was approved by the Academic Research Ethics Committee of Nanjing Medical University. Because more than 25,000 individuals were interviewed, including illiterate and older persons, verbal informed consent was obtained during household interviews. A list of the names of all the selected interviewees in a single community was printed on a piece of paper. Before the interview, the respondents provided verbal informed consent after the trained data collectors clearly read the informed consent form and explained the study objectives. With the permission of the respondents, the data collectors checked the box next to their names in the presence of the respondents and supervisor. Consequently, the Academic Research Ethics Committee waived the need for written informed consent from the participants.
Data sources
Our data were obtained using two rounds of national household surveys completed in Gansu province, Northwest China. These surveys were conducted in 2003 and 2008 to collect information from the years 2002 and 2007. Gansu is an impoverished province with a population of more than 26 million people [22] . A total of 15 of the province's cities and counties were selected using multistage stratified random sampling; then, 8 communities were selected from each city or county, according to economic status and geographic distribution. In each community, 33 households were randomly selected and members of the selected families were interviewed by trained data collectors. The incapacitated and children who were too young to be interviewed on their own were interviewed through their guardians. In 2003, 1,974 households with 5,861 individuals in urban areas and 1,972 households with 7,703 individuals in rural areas were enrolled and surveyed. In 2007, data from 1,979 households with 5,581 individuals in urban areas and 1,979 households with 7,392 individuals in rural areas were effectively collected using the survey. The descriptive and socioeconomic characteristics of each income quintile are summarized in Table 1 .
The study's surveys included a series of socioeconomic and demographic questions, covering household expenditure; urban-rural classification; household goods; and number, sex, age, education, and employment status of household members. Per capita household expenditures were adjusted to adult equivalence and used as a measure of living standard [23] . The data used to assess per capita GHS utilization were obtained from two sources: (1) the household surveys, which recorded information about healthcare utilization including outpatient visits, length of hospital stays (inpatient days were reported for each 12-month recall period and outpatient visits for the preceding 2 weeks), and healthcare facility levels (e.g., municipal, county, or township hospital; traditional Chinese medicine hospital; community health center); and (2) administrative and survey data from each local healthcare facility level, developed from their annual financial reports, on outpatient care visits, yearly income, and inpatient days( Table 2 ).
Statistical analysis
Calculation of Unit Subsidy. Although the GHS data were collected at the healthcare facility level, it was not possible to obtain separate data on GHS for outpatient and inpatient Table 2 . Administrative and survey data on hospital income and healthcare utilization in Gansu province (2002, 2007 services. As mentioned above, patients receive government subsidies when they consume healthcare in Chinese hospitals, and hospitals provide both outpatient and inpatient care in China. In other words, patients receive outpatient and inpatient subsidies from the government when they consume outpatient and inpatient care, respectively. Because outpatient and inpatient care were both provided in hospitals, we inferred that the proportion of subsidies between outpatient and inpatient services could be estimated using the ratio of outpatient and inpatient income. This method is consistent with Huang et al. and Zhao et al., who researched the estimation of outpatient and inpatient subsidies on Chinese hospitals [5, 6] . Then, the unit subsidy at each healthcare facility level was calculated by dividing total service-specific subsidies by the total outpatient visits or inpatient days. The subsidy for each individual was total healthcare utilization multiplied by the unit subsidy at each facility level.
The unit subsidy at each healthcare facility level was calculated as follows [24] :c kj = s kj / n kj where s kj indicates the total subsidies for service k at healthcare facility level j, n kj represents the total unit of health service use, measured by outpatient visits or inpatient days, and c kj represents the unit subsidy when individual i receives service k at healthcare facility level j.
The service-specific subsidy received by an individual was determined as follows:
where q kji indicates the quantity of service k utilized by individual i at healthcare facility level j. The total subsidy received by an individual was calculated as follows:
where a k are scaling factors that standardize utilization recall periods across services. For example, one might standardize on the recall period that applies for the service accounting for the greatest share of the subsidy; where this is inpatient care, reported over a 1-year period, then a k = 1 for inpatient care and a k = 26 for outpatient services reported over a 2-week period. Benefit Incidence Analysis. There are several methods that allow researchers to track whether public spending benefits the poor, including benefit incidence analysis (BIA). Developed by the World Bank in the 1970s, BIA uses a progressivity index to measure the extent of equity. It provides an important perspective for assessing the distributional effects of public spending by combining data on household use and hospital-related costs [25, 26] , and it can evaluate GHS distribution among different groups in the population, especially those with different income levels. The main objective of the current study was to examine and compare the distribution equity of GHS before and after China's healthcare reform, and BIA can be used to determine whether public spending is progressive or if low-income groups receive a larger share of the benefits from government spending than high-income groups [27, 28] . Fig. 1 shows the conceptual cumulative concentration curve for GHS across individuals and living standards. This concentration curve plots the cumulative percentage of health subsidies (y-axis) versus population (x-axis), thereby ranking living standards from those of the poorest to the richest individuals. The concentration index (C) is measured as twice the area between the concentration curve, L 1 , and the equality line (L e ; the 45°line running from the bottom left corner to the top right).
Objectives should be properly set and target distribution must be referenced to appropriately evaluate the distribution of GHS. One alternative is to compare the distribution of subsidies to population shares to estimate the absolute progressivity of government spending [29] ; that is, whether everyone, regardless of their living standard, receives exactly the same share of GHS or not. This is equal to comparing L 1 and L e . If L 1 lies above (below) L e , the distribution is pro poor (pro rich); thus, the subsidies narrow (widen) the absolute rich-poor welfare gap, which indicates strong progressivity (strong regressivity). A negative C value indicates a disproportionate concentration of GHS among the poor, and L 1 accordingly lies above L e . If L 1 lies further above L e , it indicates that the subsidy is even more concentrated among the poor, and C will be even larger (and vice versa).
However, using C is only appropriate if the distributional goal is to close the absolute richpoor welfare gap. If the objective is to close the relative gap, it indicates that the subsidy reduces inequality (weak progressivity), and the share of subsidies received by the poor should exceed their share of the living standard. That is, L 1 lies above the Lorenz curve (L 2 ) [30] . L 2 represents the relationship between the cumulative percentage of living standards and that of the population, which is measured by the Gini coefficient (G) of living standards and defined as twice the area between L 2 and L e . Moreover, the Kakwani index (π k ), which evaluates the relative gap in poor-rich subsidies, is defined as twice the area between L 2 and L 1 :
½L e À L 2 dp
That is, π k is the difference between C and G, and indicates the degree of GHS progressivity. A positive π k value, where L 1 lies below L 2 , indicates progressive distribution in which the poor receive a smaller proportion of benefits than the proportion of socioeconomic values they possess, and vice versa. For simplification, π k >0 and π k <0 indicate that GHS is regressive or progressive, respectively.
In addition, dominance testing was incorporated into BIA. To determine if GHS reduced inequity-whether low-income individuals received a larger share of subsidies than the wealthy relative to their living standards-a test was conducted to determine if L 1 dominates (i.e., lies above) L 2 . For the dominance tests, the standard errors and differences of the curve ordinates were computed, allowing for dependence between curves when appropriate [24, 31] . Multiple comparisons were performed, with null defined as indistinguishable curves [32, 33] . Table 3 shows the quintile-based shares of subsidies spent on outpatient and inpatient care and total subsidies across the entire population in two separate years (2002 and 2007) and two regions (urban and rural areas). Three results (distribution of benefits, C and π k values with 95% confidence intervals [CIs] , and concentration curves) describe the benefits of government subsidies. Table 3 also shows differences in the Kakwani index values in different regions and times.
Results
In both 2002 and 2007, all C values were positive except for rural outpatient care in 2007, suggesting that a greater proportion of the subsidies for both outpatient and inpatient services was generally allocated to the rich rather than to the poor. In the same region in the same year, C for ambulatory care was smaller compared with that for in-hospital services. This result indicates that, compared with outpatient care, the distribution of hospital-based care among all regions demonstrated an obvious pro-rich bias.
Between 2002 and 2007, the rich-poor economic gap narrowed in both urban and rural areas due to decreasing G. While economic development was similar in both regions during this period, pro-rich GHS trends moved in opposite directions in urban and rural areas. In conclusion, not only did C significantly decrease, the bias of the subsidies became increasingly pro poor.
Although C is a summary measure of absolute subsidy progressivity, closing the absolute rich-poor gap (i.e., allocation of a larger share of subsidies to the poor in absolute terms) is challenging because the poor receive far fewer medical services than do the rich. The Kakwani index can be used as a summary measure of weak progressivity; to determine if GHS reduces inequality (i.e., weak progressivity), π k was used to estimate subsidy equity.
In all cases of ambulatory care, π k values remained negative over the study period, indicating that subsidies to outpatients were progressively distributed by socioeconomic status. However, except for urban healthcare facilities in 2002, the π k values for inpatient care were generally positive. The results of our analysis indicate that inpatient GHS not only failed to close the absolute gap, it also did not bridge the relative rich-poor gap. The Lorenz income and concentration curves (Fig. 2) illustrate GHS progressivity. Table 3 shows the improvements and setbacks in GHS equity from 2002 to 2007 based on differences in π k values by region and time. First, comparison of urban-rural differences shows that, in 2002 (rows A-B), the differences in subsidies to outpatients (−0.2098) and inpatients (−0.2115) were both negative; in 2007 (rows C-D), the differences in subsidies for outpatients were positive (0.3366) and were slightly negative (−0.0129) for inpatients. These results imply that subsidies to urban healthcare facilities in 2002 were more effective in reducing inequality than subsidies to rural facilities, but that the difference became positive (outpatient care) or slightly negative (inpatient care) by 2007. This finding demonstrates that inequality-reducing performance in rural areas was not worse than in urban areas, especially for outpatient care. Discussion Do China's GHS benefit the poor? The short answer is "not yet". Under the strict standard of strong progressivity, in which the distribution of subsidies within China is determined in terms of population shares, almost all C values in both urban and rural areas were positive in 2002 and 2007, indicating that GHS are concentrated among the rich. Under the less demanding standard of weak progressivity, in which the distribution of subsidies is compared in terms of the share of welfare, inequality-reducing effects were found in many types of health services. Nevertheless, such effects diminished over the years that were evaluated, as reflected by the increase in π k values in both urban and rural areas. On the positive side, a significant decrease in π k was found for the equity of outpatient GHS in rural healthcare facilities. Notes: "None" indicates failure to reject the null hypothesis that curves are indistinguishable at the 5% significance level. "D+"/"D−"indicates that the concentration curve dominates (is dominated by) the Lorenz curve or concentration curve in one year or area and dominates (is dominated by) the other in another year or area.
Such variations in the benefits attributed to GHS could stem from various factors, such as health resource allocation mechanisms to care-seeking behaviors that result from inappropriate health insurance schemes.
The burden of OOP expenditures may be a major contributor to the inequity in GHS benefit distribution. High user fees decrease healthcare utilization, and the poor who need medical services but cannot afford them will be excluded from the benefits [34] . We found that OOP expenditures for outpatient care decreased from 2002 to 2007 in both urban and rural areas, while inpatient expenditures increased in urban areas and remained almost unchanged in rural areas.
A decrease in OOP expenditures would be expected to improve the utilization of healthcare services, and, therefore, increase the likelihood of receiving GHS, especially by poor populations and groups needing healthcare [35, 36] . What caused the fall in OOP expenditures? Decreasing OOP expenditures for outpatients may explain why equity in government spending differed between outpatient and inpatient care, but what caused the urban-rural difference in outpatient care? In other words, since OOP expenditures for outpatient care decreased in both urban and rural areas, why did equity for ambulatory GHS improve only in rural areas? The results of this study indicate that the reasons for this apparent discrepancy may be related to China's government healthcare resource allocation or to the coverage and benefit package of public health insurance.
Inappropriate government healthcare resource allocation may lead to higher healthcare costs, and consequently decreases economic access to medical care, especially among the poor [37] . We found that the distribution of GHS varied in different areas and among different providers. As shown in Table 4 , in urban regions of Gansu province, the main GHS allocations were targeted to general hospitals, which poor patients generally do not use. On the other hand, primary healthcare facilities, which are most frequently visited by the poor, received small allocations. However, the GHS to general hospitals and primary healthcare facilities did not change over the period from 2002 to 2007. In rural areas, the allocation of subsidies was balanced across all levels of healthcare facilities. Over this period, GHS favored rural primary healthcare facilities. Government allocation of significant shares of their healthcare appropriations to low-level hospitals widens access to medical care and improves healthcare utilization among rural patients.
The divergence of equity between urban and rural outpatient care might also be attributed to insurance restructuring efforts to improve coverage in rural communities and movement toward universal coverage-a policy called "Health for All"-which is taken seriously by Chinese policymakers. The expansion of rural healthcare insurance to near-universal coverage may benefit low-income groups. Table 1 also shows that the ratios of care-seeking behaviors among low-income groups in rural regions before and after NRCMS implementation changed significantly between 2002 and 2007. In 2002, about 58.33% of the poorest and 68.14% of the less poor who reported illness sought treatment. In 2007, the corresponding percentages were 71.43% and 84.00%. In urban areas, the ratio of care-seekers basically remained unchanged over this period. The increasingly frequent use of health services by the poor socioeconomic quintiles is attributed to expanded NRCMS coverage and to the allocation of government health resources among rural primary healthcare facilities-which might be key factors in improving GHS distribution equity.
The new rural healthcare insurance has focused on ensuring the breadth of universal coverage. However, other key components of universal coverage have been ignored, such as the depth and height of health insurance. A World Health Organization (WHO) study of the NRCMS reported that the total amount of pooled funds covered only 20-30% of healthcare expenditures per capita [38] . NRCMS funding is administered and implemented at the county level, but county officials are faced with choices of updating the benefits package or expanding insurance coverage. Based on the policy priorities issued by the central government, the NRCMS was designed for comprehensive population coverage at the expense of appropriate financial protections. Although the deductibles were low and reimbursable for most NRCMS enrollees, the copayment rate and ceiling were not high [39] . Diseases that could be treated with low expenditures were largely compensated by the NRCMS, but catastrophic illnesses that required hospitalization were not covered because of underfunding. It was previously reported that only 6% of hospitalization expenses were reimbursed in rural China in 2004 [40] . Therefore, care-seeking behaviors and hospital-related choices were strongly affected by the insurance scheme rather than by healthcare needs [39] . The reimbursement policies of the NRCMS were implemented to encourage many individuals, even those who needed hospitalization, to seek outpatient care rather than inpatient services. For example, many rural residents were treated with traditional Chinese medicines that were prescribed at outpatient services and accounted for up to 40% of all healthcare services delivered in China [38] . This study does have some limitations that must be acknowledged. First, we caution against generalizing our findings when debating GHS equity in China. The data were collected from a single province in China and so may not fully represent the characteristics of national healthcare benefits. Nevertheless, percentages and indices were used to evaluate how the national policies and programs were implemented in the entire population. Thus, our results are less associated with the provincial economic level and geographic location. A regional benefit equity assessment could reflect general GHS distribution to some extent. We expect that crossprovince comparisons of GHS distribution equity will be performed in the future. Second, although regional economic development was considered in this study by incorporating the Gini coefficient and Kakwani index, we cannot conclude that the observed changes in GHS distribution were caused by health policy interventions, such as governmental healthcare resource allocations or NRCMS insurance. Other uncontrollable factors could affect the benefit incidence of GHS, such as differences in geographic access to healthcare, quality of health technology, and patient satisfaction. This issue should be addressed in future studies that include other socioeconomically similar provinces that do not have similar healthcare policy interventions as controls. Finally, undertaking BIA depends on the availability of data [41] . Information on GHS by type of health service was not available. We therefore made the assumption that the proportion of subsidies allocated to outpatient and inpatient care could be estimated from the ratio of outpatient and inpatient care delivered. We also assumed that all outpatient care and inpatient services (cardiac, maternity, and orthopedics in the case of inpatient care; similarly for outpatient care) were equally subsidized, respectively. It would be of value to develop more refined methods to calculate the proportion of GHS by type of health service use, in order to more accurately assess unit subsidy for different health services.
Conclusions
The current study presents a picture of unequal distribution of GHS. Except for rural outpatient care in 2007, greater subsidies were concentrated on various healthcare initiatives among the rich and did not demonstrate inequality-reducing effects in different regions over the years studied. On the other hand, decreasing OOP expenditures and the rising allocation of government healthcare resources to primary healthcare facilities widened access and improved the opportunity to receive benefits. On the other hand, although China's "Health for All" health insurance program improved the use and distribution of rural ambulatory care among socioeconomic groups, it drove some patients who needed hospitalization services toward outpatient visits and worsened the benefit equity of high-level hospitalized care. The trade-offs revealed here lie between providing health insurance and the proportion of the population that is covered, the range of available services, and the proportion of the total costs to be met during the progression towards universal healthcare coverage
